In February 1986, the Lancet published a letter from the Department of Psychiatry at Charing Cross Hospital, London, entitled 'AIDS: Dilemmas for the psychiatrist", The letter described the problems encountered with a man showing a psychopathic personality disorder, who was antibody-positive for the human immunodeficiency virus (HIV). There was a history of many homosexual relationships and he had worked as a prostitute. He had fled from his home to avoid arrest, having failed to appear in Court on a charge of attempted burglary. This man became upset after his family failed to visit him because, he believed, he may have given his son the acquired immune deficiency syndrome (AIDS), and so he cut his hands, smeared blood over himself, round his room and then over the ward corridor. It was felt that the patient's continued stay on the ward would represent a hazard to other patients, whilst his discharge might be hazardous to him and/or members of the public. Steps were taken to have him removed in the custody of the police. The letter commented: 'The patient clearly needed help. Most psychiatric hospitals could not cope with cases such as this, and there was also the risk to staff and other patients should his blood be spilled. There was a risk to accident and emergency staff had he been brought unconscious and bleeding to a hospital which did not know his history, and to other people had he continued to live rough and/or worked as a prostitute to support himself.
Whilst I would certainly be prepared to take issue with the assertion that most psychiatric hospitals could not cope with cases such as this, it is highly likely that at the present time many psychiatric hospitals would be adverse to tackling such a problem, and would endeavour to deny a request for admission. It is easy to anticipate that the conjunction oflack of experience with and lack of training in the management of psychiatric disorders associated with AIDS on the part of staff of such hospitals or units, and their fears about the possibilities of transmission of a fatal disease, together with worries about coping with disturbed and unpredictable behaviour on the part of patients, would create highly anxious expectations on the part of all concerned.
It is predictable that the greatest alarm and resistance would be encountered in relation to violent and suicidal patients, or those given to acting-out behaviours likely to result in self-injury. I suspect, however, that many hospitals will be uneasy about patients with AIDS-related psychiatric disorder who present no such problems as these and therefore attempts will be made to avert admission. AIDS has evoked a universal fear, which all too often has arisen from ignorance about and irrational prejudice against sufferers ofthe disease. Health-care workers are by no means immune to that fear and that prejudice. Media comment and articles in the medical press have drawn attention to many examples of this in the USA, the UK and elsewhere. Thus it has been advocated that all AIDS sufferers, and indeed all seropositive patients, should be isolated and/or quarantined. Doctors and dentists have been known to refuse treatment to patients who are seropositive. Ambulance men have refused to pick them up from their homes. Health-care unions have endeavoured to exclude AIDS sufferers from medical care. There are reports of various groups of health-care workers being reluctant to care for patients, to change their beds, to bathe them, to take their meals or to draw blood from them.
Staff awareness and training
It is very clear that there is a pressing need for much greater investment in the training of health professionals in relation to the problems presented by AIDS. Certainly so far as psychiatry is concerned, it is fair to say that unless staffare adequately prepared for the task, the management of patients with AIDSrelated psychiatric disorder is very likely to create much uncertainty, fear and tension, and inevitably this must have adverse consequences for their patients-", Problems likely to be encountered in this respect include a repugnance on the part of staff towards patients on account of their illness and/or lifestyle, reluctance to nurse patients and a tendency to avoid them, and a disposition to allow withdrawn patients to persist in their self-isolation. Staff are liable to become caught up in constant discussions about the risk that they run from exposure to AIDS, leading to fears which may progress to a state of AIDS-panic 3 • At the International Conference of AIDS held in Paris in June 1986, a paper on 'Hospital workers' knowledge, behaviour and attitudes towards AIDS' described a survey of employees at a large urban hospital in America". This revealed that about half of those responding believed, incorrectly, that it is possible for AIDS to be spread through casual social contact. The belief that AIDS is more common amongst health-care workers than in other groups was by no means uncommon. About half admitted that they spent less time with AIDS patients than with others, and a third confessed that they actively avoided any involvement with such patients. Extreme anxiety about being involved in the care of such patients was admitted by one-quarter of those responding. On the other hand, the survey reported correlation to a high degree of significance between accurate knowledge about AIDS and low anxiety on the part of staff 0141-0768/87/ 050271-04/$02.00/0 C> 1987 The Royal Society of Medicine having such knowledge, as expressed by a self-rating anxiety scale, a willingness to work with AIDS patients and the display of appropriate professional attitudes towards them.
The obvious conclusion is that the fears of healthcare workers will be substantially diminished if they are properly informed, and that there is a need to offer opportunities to staff to ventilate their fears about AIDS in a setting which offers them accurate knowledge and reassurance. Educational programmes will need to be structured to encourage staff to be aware of their own negative attitudes arising from prejudice about socially deviant lifestyles and fears about contagion. Such programmes must include detailed informatic '. about bisexuality and homosexuality, and about .the drug-abusing subculture, which is appropriate to the needs of staff to understand issues relevant to the transmission of the AIDS virus, and also counselling to enable them to feel comfortable when discussing sexual matters with their patients. Staff must be trained to equip them to offer correct information and advice to patients and their-relatives and friends about factors which contribute to AIDS infection and its transmission", It will be appropriate that there should be a strong emphasis on the importance of avoiding moralizing and disapproving postures".
Problems concerning admission
The grounds advanced to justify rejecting a request for the admission to a psychiatric hospital of a patient suffering from AIDS-related psychiatric disorder may include that the hospital is not able to cope with treating AIDS and its physical complications, that there is a risk that the patient may be attacked by other patients, and that the patient may transmit infection to other patients through sexual activity. Of course, these and other 'reasons' may simply be rationalizations of fear, ignorance and prejudice about AIDS on the part of the staff concerned.
It is, of course, highly unlikely that a psychiatric admission would be negotiated in the case of a patient who needed urgent treatment for an opportunistic infection. However, ifit should happen that the need for care in a psychiatric hospital became of paramount importance, then doubtless arrangements would be made for an appropriate physician to assist his psychiatric colleagues with the management of the case, and if need be for general-trained nurses with appropriate expertise to be seconded to assist their psychiatric nursing colleagues.
There is no sound reason to suppose that a psychiatric patient suffering from AIDS would be at risk from violence offered by his fellow patients unless his behaviour was extremely provocative in some way, as of course may occasionally be the case in other clinical contexts. The answer here would be to treat the patient in isolation until such time as that danger passed.
The possibility that a patient might infect other patients in a psychiatric hospital through sexual activity is not so lightly dismissed, however. Sexual activity is probably quite common amongst psychiatric inpatients, particularly in a long-stay population. After all, for the latter group, the hospital is in effect their home, opportunities for sexual interaction are likely to be confined to their fellow patients, and the effect of chronic psychosis may be to diminish judgment and self control. Whilst such con-siderations could not justify denying admission to a patient suffering from AIDS, considerable vigilance may be required on the part of staff to circumvent the risk, and it has to be accepted that this may be worrying to them.
Disposal of patients
It is fair to say that, at the present time at least, anxiety is likely to be most keenly experienced when the psychiatrist is called upon urgently to give his opinion with regard to the management and/or disposal of a disturbed AIDS sufferer, especially where severe suicidal risk, violence or frightening actingout behaviour is the presenting problem. Action may need to be taken, for instance, in the setting of a private residence on a domiciliary visit, in a police station where the patient is being held, in the casualty department or an infectious diseases unit, or in a medical or surgical ward of a general hospital. Necessarily, if the patient's cooperation cannot be obtained, the question of compulsory detention in order to secure effective treatment and management will arise. If detention under the Mental Health Act 1983is decided upon, there are several possibilities to bear in mind which may be helpful in deciding how best to meet the needs of the particular case.
Where the patient is not yet under inpatient care, the decision may be to admit him to a psychiatric unit or hospital. This requires no further consideration here, because psychiatrists are of course thoroughly familiar with the procedures involved. However, the problem may arise that in addition to being disturbed, the patient is also suffering from a lifethreatening opportunistic infection. Yet psychiatric units and hospitals are unlikely to cope with the complexities of treating such infections. The paramount importance of the physical disorder may dictate that the prime need is for urgent treatment in a medical ward. Part II of the Mental Health Act 1983 details procedures for compulsory hospital admission, and Section 145 specifies that in the Act a 'hospital' means, inter alia, any health service hospital within the meaning of the National Health Service Act 1977. It follows that where the patient's psychiatric disorder warrants his detention but his medical condition necessitates that he be treated in a general hospital, he can be admitted directly to such a hospital under an appropriate Order of the Act, for instance under Section 2 for assessment, or if need be under Section 4 for assessment in case of emergency. A similar course may be followed where a patient is suffering from an acute psychosis associated with AIDS, and needs to be investigated in a medical ward to determine whether the condition has an oganic basis.
If the patient is already receiving inpatient care other than in a psychiatric facility, the same considerations apply, and if it is appropriate that compulsory psychiatric treatment is given in that setting, then it will be appopriate to secure his detention in that place under an appropriate Order of the Act. It is also useful to remember that in circumstances such as these, and in a situation of urgency, the patient can be detained on the ward by the consultant in charge of the case, i.e. the consultant physician, or by his nominated deputy under Section 5(2) of the Mental Health Act 1983 for up to 72 hours. This will permit time to reach a decision on what further action needs to be taken, including the patient's further detention there under Section 2 or Section 3 ofthe Act, or if now appropriate, his transfer to a psychiatric unit.
Concern about possible risks to the public may seem to indicate a need to detain the patient in hospital even though the psychiatric disorder does not meet the criteria required for detention under the Mental Health Act 1983. Indeed, detention may appear to be warranted even though no psychiatric disorder is present. In these circumstances, it is useful to bear in mind the possibility of detaining the patient under the Public Health (Control of Diseases) Act of 1984.Although that Act did not extend existing public health provisions to the new circumstances created by the advent of AIDS, statutory regulations made by the Secretary of State brought the disease within the scope of the Act, and these came into force on 22 March 1986. They provide that AIDS is a notifiable disease for the purposes of Sections 35, 38, 43 and 44 of the Act, and the first three of these Sections apply to living sufferers. Sections 35 and 37 are concerned respectively with provisions for compulsory medical examination and for compulsory removal of a patient to hospital, where the interest of the sufferer, his family and the public interest appear to justify that such action should be taken. Section 38of the Act is concerned with the compulsory detention in hospital of a patient already in hospital.
Application for such an Order to be carried out must be made by the local authority to a Magistrate, who must be satisfied that without the Order proper precautions to prevent the spread of infection cannot or will not be taken. Although the patient may initially be confined in hospital without a hearing, he has a right of appeal to the Crown Court. Such an Order was carried out on a patient in a hospital in Manchester in 1985, the grounds being that the patient, suffering from AIDS, was bleeding copiously and tried to discharge himself. The patient appealed to the Crown Court and at the hearing Counsel for the City Council advised that the patient's condition had by now improved to such a degree that the local authority would not wish to justify any further detention. Under the circumstances the patient's appeal was allowed, but the Judge commented that the Order had been properly acted upon, given the medical evidence laid before the Magistrate".
When inpatient care is indicated, whether to be provided informally or under compulsion, the question arises as to what facility is best suited to the patient's needs. Where the psychiatric disorder is an acute psychosis, there will be a need first of all to carry out investigations in a medical ward to identify any underlying organic lesion and determine, if present, whether such a lesion is treatable or not. A patient with a life-threatening opportunistic infection will also need treatment in a medical ward, at least until the infection is brought under control. On the other hand, the patient suffering from chronic psychosis who develops AIDS and requires inpatient psychiatric care, and also the AIDS sufferer who develops an intercurrent psychosis, such as the depressive or hypomanic phase of an existing manic depressive illness, will generally be best managed in a psychiatric unit.
Risks of transmission of the AIDS virus
Treatment in conditions of isolation will not be necessary unless an exceptional risk of infection being transmitted arises". This may result with a Journal of the Royal Society of Medicine Volume 80 May 1987 273 patient who is bleeding profusely, or suffering from diarrhoea or suffering from an intercurrent infection with an infectious disease such as tuberculosis or salmonella. For similar reasons isolation will be indicated when a disturbed patient is likely to resort to violence or provoke violence by other patients. A patient receiving terminal care should be treated in isolation on compassionate grounds.
Risks of transmission of the AIDS virus in a psyehiatric unit or hospital are the same as apply elsewhere. These include contamination risk from blood spilled in a violent incident or from self-injury, and where the person contaminated has also been injured in the incident, or if infected blood contacts an already existing cut or graze of very recent origin; needlestick injuries sustained by nursing staff when giving injections or by doctors and pathology staff when carrying out venepuncture; finally, the possibility that the patient may infect others through sexual activities. It is reassuring to bear in mind in this context that there is no case on record whereby AIDS has undoubtedly been transmitted through infected blood contaminating a cut or graze; that there have been many reports of needle-stick injury occurring without the injured person becoming seropositive; and that, to date, there has been only one recorded case of a health-care worker undoubtedly having contracted the virus following such an injury, and that injury was associated with accidental selfinoculation with a significant quantity of blood.
Stafl' health and safety
It may appear that the lack of information and preparation among psychiatric staffhas been ofrelatively little consequence in the UK because of the low incidence of AIDS to date. There are absolutely no grounds for complacency, however, and there can be no doubt that AIDS-related psychiatric disorder will be encountered with steadily increasing frequency in the years ahead.
Psychiatric staff who have been adequately prepared and informed will be able to handle the situation confidently, because they will know that the risk of the patient infecting others as a consequence of disturbed behaviour is very small. Should he be bleeding, they will know that neither blood nor the virus infecting it can penetrate intact skin. Ifa spot of blood touches the skin, they will not be paralysed with fear, but simply wash it off with soap and water, knowing that they will have killed the virus quite easily in doing so. They will not avoid spilled blood as if it were concentrated sulphuric acid, but will put on a pair of household gloves, mop up the blood with paper towels and dispose of them according to standard procedures for infected waste, and go on to disinfect contaminated surfaces with simple disinfectants like domestic bleach or hypochlorite solution. Should clothing become contaminated with blood, they will not rush off to bum it instantly, but simply wash it at a hot temperature. When a violent patient needs to be sedated, they will know that it is important to minimize risks from a struggle. They will be wellversed in the excellent guidelines published by the Confederation of Health Service Employees on The management of violent or potentially violent patients 8 , will be proficient in adopting appropriate measures aimed at the prevention of violence, and confident in the action required to deal with a violent incident and to restrain a patient effectively and minimize the risk of injury to all concerned.
Management by staff
Staff who have been properly trained will be fully aware that the spectrum of AIDS-related psychiatric disorder comprises conditions with which they are thoroughly familiar in other clinical contexts, i.e, acute anxiety reaction with prominent somatic features and hypochondriacal self-concern, obsessive-compulsive disorder, reactive and psychotic depression, schizophreniform psychosis associated with organic brain disease, delirious reactions and presenile dementia. Where the clinical indications make it appropriate to do so, they will apply the provisions of the Mental Health Act 1983 confidently and competently to secure the compulsory detention and, if need be, the compulsory treatment of patients suffering from these psychiatric disorders when they are associated with AIDS, just as they would do so with patients suffering from such psychiatric disorders in other clinical contexts. They will be aware that, depending on the character and the course of the particular psychiatric problem, the treatments with which they are familiar in other settings can be employed as appropriate with an expectation of therapeutic benefit. These include counselling, psychotherapy, behaviour modification techniques, family and marital therapies, electroconvulsive therapy and the exhibition of anxiolytic and antidepressant drugs and the major tranquillizers. In other words, they will have no expectation of Drug abuse and human immunodeficiency virus infection in Scotland R P Brettle MB FRCPEd Infectious Diseases Unit. City Hospital, Edinburgh AIDS-related psychiatric disorder being manifested as bizarre syndromes for which they have no training or knowledge, and requiring novel and esoteric therapeutic interventions which are quite outside the range of their experience.
Introduction
To date, 89% of the patients with the acquired immune deficiency syndrome (AIDS) notified in the United Kingdom have involved homosexuality or bisexuality and only 12 or 2.5% have been diagnosed in Scotland'. In addition, only 1% of such reports have implicated intravenous drug misuse (IDM) alone as a high-risk activity'. In England and Wales, IDM represents only 54 (2.6%) out of 2081 reports of human immunodeficiency virus (HIV) antibody posi-tivity2. This contrasts markedly with the position in Scotland, where 503(63%) of 795 reports of HIV antibody positivity have implicated IDM 3 , and of these 482(60%) have come from Edinburgh.
The first indications that Edinburgh had a particular problem came with the finding that 15of34 haemophiliacs (44%) had acquired HIV antibody between
The need for screening and counselling of HIV-infected patients The most immediate consequence of the HIV epidemic was the threat to the blood bank. The Government's response when antibody testing became available was to introduce screening of all donated blood in October 1985. According to Dr B L McClelland, Director of the South East Regional Blood Transfusion Service, Edinburgh, the HIV seropositivity rate amongst voluntary blood donors in the south east of Scotland is '1/13074, and this compares with 1/41598 in the west of Scotland and 1/50000 for the UK as a whole (personal communication). With the screening of blood donations came the necessity to prevent individuals in high-risk groups from donating blood, since such individuals may be.infectious but not have HIV antibody. It was therefore considered necessary to provide voluntary confidential screening and counselling at alternative testing centres to prevent the Blood Transfusion Service being used as a diagnostic facility.
